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Abstract

To measure primary care access on an ongoing basis, the Ontario ministry of Health 
and Long-Term Care implemented the Primary Care Access survey (PCAs) in 2006. 
The PCAs, a cross-sectional telephone survey, samples approximately 8,400 Ontario 
adults each year. It collects information on access to a family doctor, use of services, 
health status and socio-demographics. Analysis of the 2007–2008 PCAs (n=16,560) 
shows that 7.1% of Ontario’s adults were without a family doctor (i.e., unattached). 
The attached and unattached populations differed on socio-demographic and health 
characteristics. Emergency department use was similar between the two groups, but 
walk-in clinic use was higher among the unattached. The unattached were less likely 
to have used care for immediate issues but accessed care in a more timely fashion than 
the attached. This initial exploration of the PCAs provides a better understanding of 
some of the differences between the attached and unattached populations in Ontario. 

Résumé
En 2006, le ministère ontarien de la santé et des soins de longue durée mettait en 
place le sondage sur l’accès aux soins primaires (Primary Care Access survey, ou 
PCAs) pour mesurer de façon continue l’accès à ce type de soins. Le PCAs est 
une enquête téléphonique transversale dont l’échantillon annuel est d’environ 8 400 
Ontariens adultes. Elle permet de recueillir des renseignements sur l’accès au médecin 
de famille, l’utilisation des services, l’état de santé et la situation sociodémographique. 
L’ analyse des données du PCAs de 2007–2008 (n=16 560) montre que 7,1 % des 
Ontariens adultes n’ont pas de médecin de famille. Les populations avec et sans 
médecin de famille présentent différentes caractéristiques sociodémographiques et 
sanitaires. L’utilisation du service des urgences est semblable entre les deux groupes, 
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mais l’utilisation des cliniques sans rendez-vous est plus élevée chez ceux qui n’ont pas 
de médecin de famille. Ces derniers sont moins enclins à utiliser les services pour des 
besoins immédiats, cependant ils jouissent d’un accès en temps plus opportun que 
ceux qui ont un médecin de famille. Cette première exploration des données du PCAs 
permet une meilleure compréhension de certaines différences entre la population 
ontarienne qui a un médecin de famille et celle qui n’en a pas. 

T

Access to family doctors is a concern to a large number of Ontario 
residents and has become part of the public discourse on primary care. 
Having a family doctor has many important benefits, including earlier treat-

ment for potentially difficult conditions, more preventative care (such as blood pres-
sure checks, mammograms and Pap smears) and better management of chronic dis-
ease (Lambrew et al. 1996; devoe et al. 2003; mcIsaac et al. 2001; xu 2002). Having 
an established physician–patient relationship also contributes to better continuity and 
improved patient satisfaction (Hjortdahl and Laerum 1992; schoen et al. 2004). 

Patients without family physicians may use other services such as walk-in clinics 
or emergency departments as a substitute for primary care (Baker et al. 1994; Rask 
et al. 1994; schoen et al. 2004). However, the use of such services is viewed as an 
inadequate substitute because it may disrupt coordination of care and leave patients 
at higher risk for drug interactions and delays in receiving results of lab or diagnos-
tic tests (Lowe et al. 2005; schoen et al. 2004). While the majority of patients using 
walk-in clinics have regular family doctors, there is some suggestion of lower attach-
ment rates among visitors to clinics ( Jones 2000). As with emergency departments, 
the substitution of walk-in clinics is related to patients’ perceptions of timely primary 
care (szafran and Bell 2000). 

Although the vast majority of Ontario residents have regular medical doctors 
(Ontario Health quality Council 2009), those without family doctors are an important 
concern for health jurisdictions from both population health and policy perspectives. 
Lower likelihood of having a family doctor has been associated with certain demo-
graphic characteristics such as younger age and being male (merzel 2000; viera et al. 
2006; Talbot et al. 2001; devoe et al. 2003), as well as social factors such as single 
marital status, lower educational attainment and lack of English language skills (Talbot 
et al. 2001; sanmartin and Ross 2006; Ponce et al. 2006; mcIsaac et al. 2001). There is 
some evidence that those without family doctors tend to be in better health (Hayward 
et al. 1991; viera et al. 2006; Nabalamba and millar 2007; Talbot et al. 2001). urban/
rural differences in access and use of primary care have been found in some studies 
(devoe et al. 2003; finkelstein 2001; Nabalamba and millar 2007; sanmartin et al. 
2006; Wellstood et al. 2006), but this relationship is likely highly contextualized and 
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partially dependent on variations in physician supply (Chaix et al. 2005). 
Existing data sources such as the Canadian Community Health survey (CCHs) 

can be used to determine the number of Ontarians without family doctors and their 
socio-demographic characteristics. However, the data are not always timely and do not 
capture some of the salient information needed for provincial planning. In order to 
inform policy, planning and management, to measure health system performance and 
to further research on primary care issues in Ontario, it was determined that a data 
source focused specifically on primary care physician access in Ontario was needed. 
In 2006, the Ontario ministry of Health and Long-Term Care, in consultation with 
the Ontario medical Association, the Ontario College of family Physicians and the 
Institute for Clinical Evaluative sciences, developed the Primary Care Access survey 
(PCAs). Key to this initiative was the need for timely information on access, regional 
variation and utilization trends and the need to monitor the impact of significant 
primary care reforms underway in Ontario. Additionally, and perhaps more critically, 
there was an implicit assumption that the perceived challenges in access to care for 
those without a regular doctor were not being adequately examined and documented. 
The PCAs was designed to measure, on an ongoing basis, access to family doctors in 
Ontario and thus better understand the factors that may contribute to having a family 
doctor and accessing primary care. measuring primary care access includes determin-
ing both the number of people who do and do not have regular family doctors, known 
as the attached and unattached populations, respectively, along with their experiences 
in attaining care, and their health and socio-demographic characteristics. 

The purpose of this paper is to introduce readers to the PCAs and to use these 
survey data to describe the characteristics and patterns of access to primary care in 
Ontario by comparing the unattached and attached populations. 

Methods
Data	source
The PCAs began in January 2006. The survey is administered by telephone by the 
Institute for social Research (IsR) at York university. Respondents are asked about 
their perceptions of the healthcare system in Ontario, their health status, family doc-
tor status, reasons for not having a family doctor, their family doctor’s practice setting, 
utilization of primary care services, socio-demographics and household composition, 
and coverage under the Ontario Health Insurance Plan. Each interview, conducted in 
either English or french, takes approximately 15 to 20 minutes to complete. 

The survey covers the household population age 16 and older in Ontario. The 
sample is allocated equally among the 14 Local Health Integration Networks (LHINs) 
in Ontario, maximizing the ability to compare primary care access among the LHINs. 
data are collected over the course of the year but use a quarterly sampling frame to 
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facilitate trending over time. A minimum of 150 interviews are completed per quarter 
per LHIN, for a total provincial sample of approximately 2,100 every three months.

Sample	design

A modified random digit dialling (Rdd) sample, designed by IsR, used the following 
steps. first, an inventory of known telephone numbers was developed from published 
sources such as telephone books, street directories and subscribers’ lists. These numbers 
were included in the sampling frame and a random list of numbers was subsequently 
generated to create the sample. When interviewers dial a number, they determine 
whether it is in service and whether it is a household number. Interviewers then ran-
domly select an adult respondent aged 16 or older, living in the household, who is able 
to speak either English or french. up to 12 call attempts are made, and if there is good 
reason to believe an interview will be obtained, more calls are completed. Calls are 
made during the day, evenings and on weekends. Computer-assisted telephone inter-
viewing (CATI) is used in data collection. Households without telephones and some 
households that use only cellular phones are not included in the sample design. Of the 
estimated number of eligible households in the sample, 59% completed the survey.

Measures
The variables collected by the PCAs and described in this paper provide information 
on predisposing, enabling and need characteristics, consistent with the framework 
for examining access to healthcare services developed by Andersen (Andersen and 
Newman 1973; Andersen 1995). seven measures of primary care access were exam-
ined: attachment to family doctors; family doctor utilization for routine care, immedi-
ate care and overall care; walk-in clinic utilization; emergency department utilization; 
and the time to see family doctors for immediate care. All utilization measures were 
based on one or more visits to a family doctor in the 12 months preceding the inter-
view. The reference period for questions related to use and access of care was also the 
past 12 months. These measures and some key terms are defined in Table 1. more 
detailed descriptions of the social, demographic and health status variables presented 
in this paper are available from the authors.

Analyses

seventeen thousand, one hundred thirty-seven respondents were interviewed in 2007 
and 2008. sampling weights were used to correct for the unequal probability of selec-
tion with respect to household size (i.e., the number of adults aged 16 and older in the 
household) and the LHIN in which the respondent resided. Post-stratification adjust-
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ments were subsequently applied to the weighted sample so that the total age and sex 
categories reflected the 2007 Ontario population structure.

Table 1. Key definitions

Terms Definitions

Family doctors refers to the doctor whom respondents typically see for routine care and 
non-emergent problems; includes family doctors, family physicians, general 
practitioners or medical doctors but does not include dentists, eye doctors, 
gynaecologists or obstetricians.

attached patients respondents who have family doctors.

unattached patients respondents who do not have family doctors.

routine care refers to regular check-ups or monitoring of ongoing health issues. 

immediate care refers to urgent health problems that require immediate attention, for 
example, when sick.

overall care includes routine care, immediate care, care to obtain health information, or 
for advice regarding whether care is necessary.

Walk-in clinic visits refers to any visits to walk-in clinics for a health-related reason.

emergency department visits refers to any visits to emergency departments for any health-related 
problems.

time to see family doctor for 
immediate care

based on the number of days it took respondents to obtain an appointment 
from a family doctor when they were sick.

urban/rural geography urban refers to continuously built-up areas with a minimum population of 
1,000 and a minimum population density of 400 per square kilometres. all 
other areas are defined as rural. derived from respondent’s postal code 
using the postal code conversion File (statistics canada 2009).

Respondents who did not report their age (n=577) were excluded from analysis 
(all respondents must be assigned to an age group to post-stratify the data), leav-
ing a sample of 16,560 respondents. for each question, respondents reporting “don’t 
know” or “refused” were excluded from the analysis of that item. The “don’t know” and 
“refused” categories accounted for less than 2.2% of responses for each item, with the 
exception of geography. Ten per cent of respondents were not assigned to urban/rural 
geography because of missing or invalid postal codes. 

All analyses were based on the post-stratified weighted sample, which is repre-
sentative of the Ontario population aged 16 or older. Analyses were conducted using 
stata version 10.1 (stataCorp. 2008) using the program’s complex survey analysis 
module to calculate estimates and confidence intervals at the 95% level. Weighted 
frequency estimates were produced to describe the characteristics of the study popula-
tion. Bivariate analyses were performed to determine the association between attach-
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ment and socio-demographic characteristics, family doctor utilization, walk-in clinic 
and emergency department utilization, and the length of time to obtain immediate 
care. differences between estimates were tested for statistical significance at the level 
of p<0.05, using chi-square tests.

Results
Table 2 shows selected characteristics of the Ontario population based on responses 
from PCAs respondents. A total sample of 16,560 was weighted to represent 10.4 mil-
lion Ontarians aged 16+. According to the 2007 and 2008 PCAs data, almost 93% of 
Ontario residents, aged 16 or over, reported they have a family doctor (i.e., are attached).

Table 2. characteristics of study population aged 16 or older, ontario (2007 and 2008)

 Unattached
(no family doctor)

Attached
(has family doctor)

Total 

PCAS sample (n=1,260) (n=15,300) (n=16,560)

Estimated population 
(weighted sample)

(N=733,566) (N=9,658,311) (N=10,391,877)

% of 
estimated 

population§

95% CI % of 
estimated 

population§

95% CI % of 
estimated 

population§

95% CI p value† 
(unattached 
vs attached)

total population, aged 
16+

7.1 6.6, 7.5 92.9 92.5, 93.4 100.0  

Gender1 

 male 58.7 55.4, 62.0 48.2 47.9, 48.4 48.9 - p<0.01

 Female 41.3 38.0, 44.6 51.8 51.6, 52.1 51.1 -

Age1 

 16–24 17.2 14.2, 20.1 14.9 14.7, 15.2 15.1 - p<0.01

 25–34 25.1 21.9, 28.2 16.1 15.9, 16.4 16.8 -

 35–64 49.4 46.0, 52.8 52.1 51.9, 52.4 51.9 -

 65+ 8.4 6.8, 9.9 16.8 16.7, 16.9 16.2 -

Education

  less than high school 10.9 8.8, 12.9 13.2 12.6, 13.8 13.1 12.5, 13.6

  high school or some 
post-secondary

35.2 31.8, 38.6 35.6 34.7, 36.5 35.6 34.7, 36.4

  post-secondary or 
higher completed

54.0 50.5, 57.5 51.2 50.3, 52.1 51.4 50.5, 52.2
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 Unattached
(no family doctor)

Attached
(has family doctor)

Total 

Employment 

 employed 67.0 63.7, 70.3 62.1 61.3, 62.8 62.4 61.7, 63.1 p<0.01

 unemployed 6.8 5.0, 8.7 3.2 2.9, 3.6 3.5 3.1, 3.8

 student 11.8 9.2, 14.4 9.0 8.4, 9.5 9.2 8.6, 9.7

 retired 9.7 8.1, 11.3 20.0 19.6, 20.4 19.3 18.9, 19.6

 other 4.7 3.4, 6.0 5.7 5.3, 6.1 5.7 5.3, 6.1

Family size 

 2 or more children 10.5 8.5, 12.5 13.8 13.2, 14.4 13.6 13.0, 14.1 p<0.05

 1 child 14.1 11.5, 16.7 13.4 12.7, 14.0 13.4 12.8, 14.1

 0 children 75.4 72.3, 78.5 72.9 72.1, 73.6 73.0 72.3, 73.8

Immigrant status 

 non-immigrant 76.8 73.7, 79.8 73.1 72.2, 73.9 73.3 72.5, 74.2 p<0.01

  established immigrants 
(10+ yrs in canada)

14.7 12.2, 17.1 21.4 20.6, 22.2 20.9 20.1, 21.7

  recent immigrants  
(<10 yrs in canada)

8.6 6.4, 10.8 5.6 5.1, 6.1 5.8 5.3, 6.3

Geography 

 urban 81.3 78.7, 84.0 79.6 78.9, 80.4 79.7 79.0, 80.5

 rural 18.7 16.0, 21.3 20.4 19.6, 21.1 20.3 19.5, 21.0

Healthcare system 
system confidence 

  Very/somewhat 
confident

59.5 56.1, 63.0 67.3 66.4, 68.2 66.8 65.9, 67.7 p<0.01

 not very/not confident 40.5 37.0, 43.9 32.7 31.8, 33.6 33.2 32.3, 34.1

Has medical training

 Yes 10.2 8.1, 12.2 11.3 10.7, 11.9 11.2 10.6, 11.8

 no 89.8 87.8, 91.9 88.7 88.1, 89.3 88.8 88.2, 89.4

Number of chronic 
diseases2 

 none 66.0 62.7, 69.3 56.1 55.2, 57.0 56.8 56.0, 57.6 p<0.01

 1 22.7 19.7, 25.8 24.9 24.1, 25.7 24.7 23.9, 25.5

 2 or more 11.3 9.4, 13.1 19.0 18.4, 19.6 18.5 17.9, 19.0

Table 2. continued
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The attached and unattached populations were significantly different with respect 
to socio-demographic and health characteristics including gender, age, employment, 
family size, immigrant status, healthcare system confidence and chronic diseases. 
Those without a family doctor were more likely to be male, younger or recent immi-
grants. Their employment status was more likely to be employed or unemployed, and 
they were less likely to report chronic conditions. Ontarians with a family doctor were 
more likely to be retired, have two or more children or be established immigrants. 
They were more likely to report they have confidence in the healthcare system and 
also more likely to have multiple chronic conditions. 

figure 1 illustrates the geographic variation in the proportion of the popula-
tion with a family doctor across Ontario’s 14 LHINs. In six LHINs (those sur-
rounding the Toronto Central LHIN), between 93% to 95% of the population were 
attached to a family doctor. The proportion was only slightly lower in the south 
West, south East, Champlain and North simcoe muskoka LHINs (between 92% 
to 93%). Compared to the provincial average, Hamilton Niagara Haldimand Brant 
and Waterloo Wellington LHINs had significantly higher proportions of residents 
attached to a family doctor, whereas North East and North West LHINs had a sig-
nificantly lower proportion.

The relationship between attachment and access to primary care services is pre-
sented in Table 3. unattached residents were less likely to report they received care in 
the past year. In comparison to the unattached population, those with a family doctor 
were almost three times more likely to report they received routine care such as moni-
toring of health issues or check-ups (73% versus 26%). They were also more likely 
than unattached residents to report having received immediate care, but the differ-
ence was less pronounced (36% versus 26%). Although the use of walk-in clinics was 
almost twice as high among the unattached population compared to the attached, the 
use of emergency departments was similar between the two groups. 

Understanding	the	Unattached	Population	in	Ontario

Table 2. continued

 Unattached
(no family doctor)

Attached
(has family doctor)

Total 

Health status

 excellent/Very good 59.6 56.2, 63.1 58.7 57.7, 59.6 58.7 57.8, 59.7

 Good 27.3 24.1, 30.5 26.7 25.8, 27.6 26.8 25.9, 27.6

 Fair/poor 13.0 10.8, 15.3 14.6 13.9, 15.3 14.5 13.9, 15.2

§ percentages are based on the weighted number of survey respondents to ensure estimates are representative of the population.
† test for significance between unattached and attached groups based on |2 test.
1 pcas data are post-stratified by age and gender and thus no confidence intervals are available.
2 refers to selected chronic diseases including arthritis, asthma, cancer, chronic respiratory problems, diabetes, heart disease/stroke or high blood pressure.
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Figure 1. percentage of attached patients, population aged 16 or older, by ontario lhins (2007 
and 2008)

Those who had sought care for an urgent health issue were asked how long it took 
them to receive immediate care. The relationship between attachment and the length 
of time (in days) it took to see family doctors for immediate care is presented in Table 
4. Compared to attached residents, a much larger percentage of unattached residents 
reported they were able to see a family doctor on either the same day or within one 
day from when they first tried to obtain care.

Table 3. use of primary care services by unattached and attached persons, ontario (2007 and 2008)

Unattached 
(no family doctor)

Attached 
(has family doctor)

Total population p value† 
(unattached 
vs attached)

Per cent 95% CI Per cent 95% CI Per cent 95% CI

overall care 50.1 46.5, 53.6 84.1 83.3, 84.8 81.7 80.9, 82.4 p<0.01

 routine care 25.9 22.8, 29.0 73.1 72.2, 73.9 69.7 68.9, 70.6 p<0.01

 immediate care 25.7 22.5, 28.9 36.0 35.0, 37.0 35.3 34.4, 36.2 p<0.01

use of walk-in clinic 47.9 44.4, 51.5 24.6 23.7, 25.4 26.2 25.4, 27.1 p<0.01

emergency 
department use

20.8 18.0, 23.6 20.5 19.7, 21.3 20.6 19.8, 21.3

percentages are based on the weighted number of survey respondents to ensure estimates are representative of the population.
† test for significance between unattached and attached groups based on |2 test.
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Table 4. amount of time (in days) to access immediate care by unattached and attached persons, 
ontario (2007 and 2008)

Unattached  
(no family doctor)

Attached  
(has family doctor)

Total population p value†

(unattached 
vs attached)

Per cent 95% CI Per cent 95% CI Per cent 95% CI

same day 59.5 52.9, 66.1 26.4 25.4, 29.5 28.1 26.6, 29.6 p<0.01

Within 1 day 66.3 59.9, 72.8 46.1 44.9, 49.6 47.1 45.5, 48.7 p<0.01

Within 2 days 71.5 65.3, 77.7 62.8 60.9, 65.5 63.2 61.6, 64.8 p<0.05

percentages are based on the weighted number of survey respondents to ensure estimates are representative of the population.
† test for significance between unattached and attached groups based on |2 test.

Discussion	and	Conclusion
In 2007 and 2008, approximately 734,000 Ontario residents (aged 16+), representing 
7.1% of the provincial population, did not have a family doctor. This figure is lower 
than estimates from national surveys, which had reported that 9.0% of Ontarians are 
without a regular medical doctor (CCHs 2007). The PCAs results show substantial 
geographic variation in attachment rates within Ontario, with lower attachment rates 
in northern regions of the province relative to the south. 

The PCAs results suggest that the unattached and attached populations are 
not homogenous with respect to their socio-demographic characteristics nor in their 
use of primary care services. The unattached population was more likely to be male, 
younger, recent immigrants and healthier in terms of the number of chronic condi-
tions. These differences are consistent with previous findings showing that those with 
and without family doctors differed with respect to health status and demographic 
characteristics (Talbot et al. 2001; mcIsaac et al. 2001; viera et al. 2006; Nabalamba 
and millar 2007). 

A previous study of Canadians had shown that those without a regular medical 
doctor were more likely to report difficulties accessing routine care but not immediate 
care (sanmartin and Ross 2006). Although we did not look at difficulties in accessing 
care, we did find that unattached persons were much less likely to have used routine 
care in the past year. Because the unattached population is younger and healthier than 
those who are attached, the lower use of routine care may reflect either a self-perceived 
lack of need for these services, a potential lack of access to the services or a combina-
tion of the two. 

The findings on the use and timing for immediate care services suggest that 
although those without a family doctor were less likely to have used care for an urgent 
problem, when they did access care they were able to do so in a more timely fashion 
than those with a family doctor. This may be because of the higher use of walk-in 
clinics among residents without a family doctor. Interestingly, approximately 20% 
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of the attached still made use of walk-in clinics, a finding that is perhaps due to less 
timely access from their regular family doctors. This finding is consistent with other 
studies that have shown that those with a regular doctor may still experience chal-
lenges in timely access (szafran and Bell 2000; sanmartin et al. 2004; Wellstood et 
al. 2006), and that those with a family doctor may also substitute these services when 
timely access is not available (Rust et al. 2008; matthews and Barnsley 2003). It is 
noteworthy that use of emergency departments is similar for attached and unattached 
Ontarians, suggesting that the unattached population does not place an overt burden 
on emergency services.

The limitations that typically apply to cross-sectional survey data (e.g., validity 
and reliability of self-reported data, generalizability of the sample) and its analysis 
(causal relationships between variables cannot be inferred) apply here. more specifi-
cally, PCAs household telephone survey methodology does not capture households 
without a telephone and may not include those that use cellular telephones exclu-
sively. Because 92.5% of Ontario households have a land line phone and only 5% 
use a cellphone exclusively, this limitation is unlikely to bias our results (statistics 
Canada 2007). Nonetheless, the PCAs has been instrumental in providing up-to-date 
estimates of unattachment rates at the provincial and LHIN levels because the con-
tinuous data collection permits ongoing monitoring. Physician attachment has been 
improving in Ontario (mOHLTC 2009), and the results from the PCAs suggest that 
fears of a burgeoning physician access problem may have been overstated. Regardless, 
a substantial number of Ontarians are without regular doctors and are therefore not 
able to receive comprehensive primary care. PCAs results show that despite this situ-
ation, primary care is being accessed by the unattached population, and their needs 
for immediate care are met within the same or better time frame as those with regular 
doctors. The unattached use walk-in clinics rather than emergency departments, but 
because the distribution of such clinics is greatest in urban areas, attention must be 
paid to those areas where alternative primary care is not readily available – notably, in 
rural and northern communities. 

In Ontario, PCAs findings have been instrumental in shifting the policy emphasis 
from physician supply to strategies to promote attachment. for example, the PCAs 
identified the need for the Health Care Connects program, which helps Ontarians 
who are unattached find healthcare providers. Eligible registrants are prioritized for 
attachment, and physicians receive incentives to roster new patients. The ministry has 
also created a medical services directory for Ontarians seeking care to reduce reliance 
on emergency rooms. This directory includes information on walk-in clinics, acknowl-
edging the role these clinics play in meeting the needs of unattached residents.

There is considerable scope for future research using the PCAs data, and some 
of this analysis is under way. While this initial exploration of the PCAs data pro-
vides a better description of some of the major differences between the attached and 
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unattached populations in Ontario, more nuanced multivariate analyses will provide 
a better understanding of the relationship between demographic, social and health 
status characteristics and unattachment. from a research perspective, a more thorough 
understanding of the dynamics of unattachment in Ontario is required. PCAs results 
(not shown here) show that almost a third report that they are unattached because 
they have moved, suggesting that 100% attachment rates are an unrealistic goal. 
Identifying what would be a reasonable target requires understanding of such dynam-
ics. furthermore, the incorporation of the PCAs with data on the supply side, and 
a greater exploration of factors influencing geographic differences, will better inform 
policy and, in the long run, help improve access for Ontario residents. 

Correspondence may be directed to: Carley Hay, Health Analytics Branch, Health system 
Information management and Investment, Ontario ministry of Health and Long-Term Care,  
13th flr, 1075 Bay st., Toronto, ON m5s 2B1; e-mail: carley.hay@ontario.ca.
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